A 79-year-old Japanese woman presented with acute and diffuse abdominal pain. Seventeen hours before being admitted, she had developed postprandial abdominal pain. The pain was dull in quality, had started gradually, and had continuously worsened over several hours without waxing or waning. Eating was the only provocative factor, while sitting and bending her body forward were alleviating factors. The pain had not radiated to any other part of the body. Five hours after she had vomited twice, she visited our facility for the evaluation of her symptoms. On questioning, she denied any history of chills, rigors, diarrhea, constipation, chest pain, melena, hematochezia, headache, or dyspnea.
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Abdominal pain lasting for less than a few days, with progressive worsening, is categorized as acute onset rather than chronic, although there is no strict division between the two based on duration.
An acute abdominal condition includes a number of differentials.
Vascular, inflammatory (especially infectious), obstruction of luminal organs (eg, urinary, digestive system, biliary system), and metabolic and endocrine disorders are the usual speculations. The patient has acute and diffuse abdominal pain that indicates vascular ischemia, peritonitis, or endocrine and metabolic as the probable etiology.
Vascular ischemia includes ischemia of heart and/or the major vessels. Cardiac ischemia is less likely without chest pain, but it should be considered because patients at this age can manifest rather vague systemic symptoms than the classic symptoms of cardiac ischemia.
Major vessel ischemia from aortic dissection or mesenteric ischemia can cause diffuse and severe abdominal pain. Since the patient is old, and given other possible vascular risk factors, the likelihood of a vascular condition can be quite high. Typically, on abdominal wall palpation, these conditions usually reveal a soft and nontender abdomen besides severe pain. Peritonitis can cause diffuse abdominal pain and can exhibit peritoneal signs on physical examination. Endocrine and metabolic disorders, such as diabetic ketoacidosis, adrenal insufficiency, thyrotoxicosis, hypercalcemia, and toxic exposure including lead, can demonstrate diffuse abdominal pain.
In addition, visceral pain precedes somatic pain in the early phase of the pain in a specific organ. Visceral pain is characterized as a diffuse, dull, vague sensation, which is difficult to localize. At the time of presentation, if the patient's pain was initially visceral, the pain could be located somewhere as somatic pain. Hence, diffuse abdominal pain does not necessarily rule out pain from a specific organ that is, typically, localized later.
In this case, the continuous pain points against luminal organ pathology such as digestive system and genitourinary system. Pain in these organs wax and wane unless necrosis from ischemic change or peritonitis due to perforation occurs.
Determining the precipitating or alleviating factors of the pain can be of help in narrowing the differentials. In this case, the pain would decrease when the patient would sit and bend forward and become aggravated upon eating. In pain due to pleuritis and pericarditis, sitting up and leaning forward offers relief; however, postprandial pain is not consistent in this scenario. Another cause of pain alleviated by sitting up and leaning forward is pancreatitis. The pain ameliorates on leaning forward or lying prone but aggravates with eating suggests duodenal compression by the superior mesenteric artery. Lying still alleviates the pain in peritonitis due to less motionrelated irritation to the peritoneum. Incidence of pain after eating, especially within an hour, indicates a gastric origin or mesenteric ischemia. The pain from foodborne disease (ie, gastroenteric infection) may occur after eating certain foods. The incubation period for pain usually correlates with the distance of the location of pain from the mouth. Therefore, it is essential to ascertain the contents and timing of the meal from the patient before the pain. Conversely, alleviation of pain after eating indicates the possibility of duodenal ulcers; however, the pain can recur after several hours.
Ischemic pain of the heart and the major vessels has no direct or immediate association with eating, position, and motion, except for strenuous motion, which can drastically increase the sys- On examination, the patient was lying down on a stretcher with her hands on the abdomen because of the pain. Her mental status was intact. Her body temperature was 36.9°C blood pressure, 172/82 mm Hg; pulse, 82 beats/min and regular; respiratory rate, 30/min; and oxygen saturation, 97% while breathing ambient air. She complained of unlocalized moderate tenderness over her entire abdomen. Costovertebral angle tenderness, liver tenderness, Murphy's sign, and Carnett's sign were absent. Lungs were clear to auscultation bilaterally, without percussion dullness, and no other abnormal findings were noted. Cardiovascular examinations revealed normal heart sounds and palpable dorsal pedal pulses. There was no bruit over the neck, abdomen, and bilateral inguinal areas. Head-eyesears-nose-throat, back, rectal, and skin examinations were normal.
Joint examination revealed no abnormal findings. She was administered acetaminophen 400 mg, orally, which transiently resolved her abdominal pain. Her respiratory rate decreased to 20 per minute.
Examination of her vital signs revealed hypertension and tachypnea, and the most prominent sign in this patient was tachypnea.
Major causes of extreme tachypnea, more than 30 per minute, are not many: severe metabolic acidosis, high fever with or without distributive state, severe hypoxia, respiratory system compromise (upper airway and thoracic cage or neuromuscular problem), or severe pain especially of pleural origin. She had no tachycardia, which suggested absence of hemodynamic compromise or cardiovascular disorder, other than those because of her medical conditions that lower heart rate, such as sinus bradycardia, hypothyroidism, or use of medications that decrease heart rate.
Given the paucity of the clinical signs reflective of fever, hypoxia, or respiratory compromise, in addition to the history of metabolic or endocrine disorder and neuromuscular diseases, most of the etiologies causing elevated respiratory rate would become less likely.
Moreover, the fact that her respiratory rate decreased after the administration of acetaminophen, which has both antipyretic and analgesic effects, indicates that her tachypnea could stem from pain.
In this case, the patient had abdominal pain without any abnormal findings as observed from abdominal examination. Therefore, two etiologies can be considered: vascular ischemia, especially of the branches of the abdominal arteries, and generalized pain from the supra-or infradiaphragm, such as from pleuritis, empyema, or infra- On the 3rd day, the patient remained febrile with a body temperature of 38.2°C. Her abdominal pain was even more localized at the RUQ. She reported that on deep inspiration the pain worsened, which had begun the night before. Moreover, she had developed a mild dry cough morning. Pulmonary auscultation revealed slight pleural friction rubs over the right lower lateral thoracic region.
There was no percussion dullness. Lung ultrasonography showed a small area of consolidated parenchyma below the right lower lateral area. Cefmetazole was replaced with ampicillin/sulbactam 3 g every 8 hours for anaerobes that were not covered by cefmetazole, such as Fusobacterium spp.
As mentioned before, the localization of the origin of fever had now become apparent. Given the presence of dry cough, pain on inspiration, and image findings suggesting lung parenchymal inflammation, the diagnosis of pneumonia with pleuritis was made.
On the 4th day, laboratory data (Table 2) Pleuritic chest pain is a well-known symptom in patients with pneumonia. However, the area of the pain may be remote from the site of the actual lesion, such as the opposite side and the abdomen. Abdominal pain is one of the nonrespiratory symptoms in pneumonia. It is reported that abdominal pain occurs in 8% of patients with pneumonia. 6 In fact, pneumonia is associated with various abdominal symptoms including pain, flatulence, nausea, vomiting, and constipation.
6
In children, pneumonia is known to be the most common extraabdominal cause of acute abdominal pain. 7 However, it has been pointed out that general practitioners often fail to associate the abdominal complaint with pneumonia, and this erroneous judgment may lead to a delay in the diagnosis and administration of appropriate treatment. 
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